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* STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-D
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STATE OF LOUISIANA

D. REIMBURSEMENT TO PUBLIC NURSING FACILITIES

State-owned or operated nursing facilities will be paid a prospective per diem reimbursement
rate. The per diem payment rate for each of these facilities will be calculated using the
nursing facility’s allowable cost from the most recently filed Medicaid cost report trended

forward from the midpoint of the cost report year to the midpoint of the rate year using the
index factor as defined in section C.1.m.
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